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Geisinger

• 14 clinics, 3 hospitals, 31 counties
• 200,000 covered lives
• 100% outpatient EHR
• 100% inpatient EHR (large hospital)
• Patient EHR – 100,000 patients
• Outreach EHR – 500,000 records yearly
• Information Exchange – 10 organizations
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Agenda

• Patient Experience
• Process Measurement
• Access
• Quality
• Efficiency
• Process Control
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Agenda

• Patient Experience
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Patient Experience

• 77 year-old man with COPD
– 7 COPD-related admissions the year before.
– Multiple pulmonary embolisms.
– AMH COPD protocol.
– Patient or spouse calls the “data-response 

center” with symptoms.
– No admissions over one year of AMH.
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Patient Experience

• 80 year-old man with CHF post-Aortic-
Valve-Replacement
– 4 CHF and chest-pain admissions the year 

before AMH.
– Case Manager and Diuretic Protocol.
– No hospitalizations for one year.
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Agenda

• Patient Experience
• Process Evaluation



8

Medical Home Process Targets

annual Improvement (site level)CAD

over 90% immunizedPneumococcal Vaccination

over 90% of patientsRisk Assessment

satisfaction score > National meanAccess

over 75% within 1 week of dischargeFollow-Up Encounters

satisfaction score > National meanCare During Visit

over 90% of case-managed patientsPlan Of Care

annual increase pts w/ vaccineInfluenza Vaccination

annual Improvement (site level)Diabetes

GoalQuality Indicator
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Types of Performance Goals
• Optimum Performance

– For many interventions (e.g., vaccination 
for shingles), the optimum is that 100% of 
patients should

• Be vaccinated,
• Have a contraindication documented, or
• Receive education before declining.

– For some interventions (e.g., HbA1c less 
than 7), patient preferences and adverse 
effects may dictate that the optimum is less 
than 100%.
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Types of Performance Goals
• Optimum Performance

• Process-Management Thresholds
– We must manage thousands of sub-

processes (e.g., LDL under 100). 
Prioritization of effort requires identifying 
sub-processes that most need attention.

• Needs Urgent Attention
• Needs Attention
• Acceptable Performance
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Agenda

• Patient Experience
• Process Evaluation
• Access
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Access



14

Agenda

• Patient Experience
• Process Evaluation
• Access
• Quality
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Preventing Complications of Diabetes

57%50%LDL < 100

75%57%Influenza Vaccination

85%74%Documented Non-Smokers
48%39%BP < 130/80

44%33%HgbA1c < 7.0
87%58%Microalbumin Order
85%59%Pneumococcal Vaccination

10.9%2.4%Complete Bundle
20082006(22,010 patients)
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Diabetes Bundle 
Primary Care Average

Diabetes Bundle Improvement (2/06-2/08)

R2 = 0.9737
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Diabetes Bundle Improvement
(All Primary Care, >20K patients)

% of all 
diabetic 
patients

# of components received or achieved (by patient)

20%
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Diabetes Bundle Improvement
(All Primary Care, >20K patients)

% of all 
diabetic 
patients

# of components received or achieved (by patient)
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Diabetes Bundle Improvement
(All Primary Care, >20K patients)

% of all 
diabetic 
patients

# of components received or achieved (by patient)
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Med Reconciliation
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Med Reconciliation (by provider)
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Preventing Complications of CAD

75%65%ACE/ARB in LVSD,DM, HTN

19%8%Complete Bundle

97%97%Beta Blocker use S/P MI

86%80%Pneumococcal Vaccination

45%38%LDL <100 or <70 if High Risk

92%89%Antiplatelet Therapy

87%86%Documented Non-Smokers

76%60%Influenza Vaccination

76%74%BP < 140/90
97%79%BMI measured

20082006(14,183 patients)
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CAD Bundle Primary Care Average

Primary Care Average CAD Bundle

R2 = 0.9843
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Adult Preventative Care

88%77%Obesity Screening (BMI recorded)
85%85%Diabetes Screening (Every 3 yr > 45)

27%22%Chlamydia Screening

55%52%Osteoporosis Screening

50%47%Influenza Immunization

85%84%Alcohol Intake

65%64%Cervical Cancer Screening

11.1%9.2%Complete Bundle 

76%75%Documented Non-Smokers

84%84%Pneumococcal Immunization

46%46%Breast Cancer Screening

75%75%Lipid Screening

36%35%Tetanus Diphtheria Immunization

75%72%Prostate Cancer Discussion

48%44%Colon Cancer Screening

3-200811-2007(205,813 patients)
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PGP Year-2 Quality - Diabetes

7595DM-10 Pneumonia Vaccination
7189DM-9 Influenza Vaccination
1718DM-8 Foot Exam
7276DM-7 Eye Exam
5897DM-6 Urine Protein Testing
7386DM-5 Cholesterol Level (LDL < 130)
8394DM-4 Lipid Measurement
7575DM-3 Blood Pressure Management

< 2810DM-2 HbA1c Control (HbA1c > 9)
8797DM-1 HbA1c Management

Goal %%Measure
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Physician Quality Summary (PQS)

• 9 Quality Metrics
– Clinical care
– Patient service
– Value

• Public Reporting by Site
• Provider-specific reports for providers
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PQS Ranking of Primary-Care Sites

1% 0% 2% 4%

77%
58%

38% 27%

22%
41%

60% 69%

Apr '05 Apr '06 Oct '06 Oct '07

1 Star 2 Star 3 Star
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Managing Transitions of Care

• Inpatient/ED/SNF Discharges
– Physician follow-ups
– Care Manager follow-ups
– Phone follow-ups

• Total Follow-Ups
• Follow-Up Rate
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Agenda

• Patient Experience
• Process Measurement
• Access
• Quality
• Efficiency
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Medical Home Cost Trend
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Decreased Acute Admissions

per 1,000 patients
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Decreased Readmissions

per 1,000 patients
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PHR Dashboard
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PHR Efficiencies 

•81% of patient messages “e-answered”.
•Avoid 150 phone calls per clinic per 
month.

•Self-scheduled no-show rate is 2.1% 
(versus 5% for staff-scheduled).



36

PGP Financial Performance Year 2

$ +1,123,249$ -958,992Net

$-3,891,817$-3,789,9152% Medicare Bar

$195,714,082$188,986,781Total Actual

$194,590,833$189,945,773Total Target

$7,912$7,641Target Per Capita

24,59424,859Person Years

Year 2Year 1
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Agenda

• Patient Experience
• Process Measurement
• Access
• Quality
• Efficiency
• Process Control
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Open Encounters >30 Days
April 2007- April 2008
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Process Control
Results in New Status > 30 Days

April 2007- April 2008
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